Background: Juvenile idiopathic arthritis (JIA) may lead to structural damage. Yet radiographic assessment is seldom considered in studies. Objectives: To provide pragmatic guidelines concerning conventional radiography (CR) in each subtype of JIA (exclusion of systemic JIA). Methods: A multidisciplinary task force of 15 French experts (rheumatologists, pediatricians, radiologists) plus one patient's representative, was convened. Following the GRADE 1 method, they formulated a series of research questions concerning CR assessment, at diagnosis and follow-up of each subtype of JIA. Systemic JIA was ruled out. A systematic literature review was conducted, considering articles in which structural damage was detailed (erosion, joint space narrowing, bone deformities). A series of recommendations was elaborated, following evidence-based data, and expert opinion. It underwent an evaluation from an independant committee (including patient's representative), and a final round of Delphi-voting process from the whole expert group. Results: Of 646 publications identified, 73 original articles were included. The task force produced 4 principles and 31 recommendations. Level of evidence ranked from B to D, level of agreement was high. The experts insisted on weighing indication of CR considering structural risk. The importance of assessing structural progression, the need for constant attention to radioprotection were asserted. Systematic CR of hands and feet are thus recommended in polyarthritis JIA rheumatoid factor positive, and in polyarticular JIA with pejorative prognostic factors. Systematic CR are not recommended in oligoarticular JIA. CR is not the prime imaging technique of the axial skeleton. Conclusions: These are the first pragmatic recommendations upon CR in JIA. They mostly rely on experts' opinion, due to lack of evidence-based data. CR is still relevant in many situations in JIA, but should not be overlooked, while non-irradiating imagine techniques are developing. 
Background: Juvenile idiopathic arthritis (JIA) may lead to structural damage. Yet radiographic assessment is seldom considered in studies. Objectives: To provide pragmatic guidelines concerning conventional radiography (CR) in each subtype of JIA (exclusion of systemic JIA). Methods: A multidisciplinary task force of 15 French experts (rheumatologists, pediatricians, radiologists) plus one patient's representative, was convened. Following the GRADE 1 method, they formulated a series of research questions concerning CR assessment, at diagnosis and follow-up of each subtype of JIA. Systemic JIA was ruled out. A systematic literature review was conducted, considering articles in which structural damage was detailed (erosion, joint space narrowing, bone deformities). A series of recommendations was elaborated, following evidence-based data, and expert opinion. It underwent an evaluation from an independant committee (including patient's representative), and a final round of Delphi-voting process from the whole expert group. Results: Of 646 publications identified, 73 original articles were included. The task force produced 4 principles and 31 recommendations. Level of evidence ranked from B to D, level of agreement was high. The experts insisted on weighing indication of CR considering structural risk. The importance of assessing structural progression, the need for constant attention to radioprotection were asserted. Systematic CR of hands and feet are thus recommended in polyarthritis JIA rheumatoid factor positive, and in polyarticular JIA with pejorative prognostic factors. Systematic CR are not recommended in oligoarticular JIA. CR is not the prime imaging technique of the axial skeleton. Conclusions: These are the first pragmatic recommendations upon CR in JIA. They mostly rely on experts' opinion, due to lack of evidence-based data. CR is still relevant in many situations in JIA, but should not be overlooked, while non-irradiating imagine techniques are developing. Background: Remission is the current aim of early RA treatment. In patients with early, aggressive RA, combination with adalimumab (ADA) plus methotrexate (MTX) was superior to either MTX or ADA alone in obtaining clinical remission. Moreover, it has been demonstrated that a short-term aggressive treatment with high-dose glucocorticoids (GC) plus conventional DMARDs lead to long-term (up to 5 years) benefits. Objectives: To compare the proportion of patients who achieve remission at 12 months, between two groups of subjects treated with ADA + MTX + high dose GC (intensive) and ADA + MTX + placebo (standard), and to evaluate the proportion of those maintaining remission at 24 months, after discontinuation of GC at 6 and ADA at 12 months. Methods: The main inclusion criteria were: active RA, disease duration ≤1 year, GC and MTX-naïvity, at least one predictor of aggressive disease. All subjects received ADA for 12 months and MTX (20 mg/w) to the end of month 24. Subjects were randomized to receive prednisone (orally, 50 mg/d, progressively tapered to 6.25 mg and stopped at month 6) or placebo. Response was evaluated using DAS28, CDAI, SDAI and ACR response criteria. The difference in rate and 95% CI will be computed with a binomial regression model and identity link, while clustering on center. An intention-to-treat analysis was performed. Results: 118 patients were assigned to standard and 115 patients to intensive group. Remission (DAS28<2.6, SDAI≤3.3, CDAI≤2.8) at 1 year in standard vs intensive group were: 56.25% vs 45.28% (RD= -11%, 95% CI -23 to1, p=0.07), 30.36% vs 21.69% (RD= -9%, 95% CI -20 to 3, p=0.14), and 28.57% vs 22.64% (RD= -6%, 95% CI -18 to 6, p=0.34). DAS28 remission at 2 years was 36.84% in standard vs 30.93% in intensive (RD= -6%, 95% CI -17 to 5, p=0.28). No superiority of the intensive group was seen in ACR20-50-70 response rates at 4, 8, 12, 24 months. The overall frequency of adverse events (AE) in patients that completed the trial was comparable between groups. The percentage of patients who discontinued for AE was higher in the intensive group (9.32% in standard vs 16.52% in intensive, RD=7%, 95% CI 1 to 13, p=0.01).
Conclusions:
Our results confirm that intensive treatment with biologics in early, aggressive RA might be considered to induce and maintain clinical remission. The addition of high-dose GC to a first line treatment with ADA and MTX did not prove to induce a further improvement in efficacy. Although these results should be tested with other biologic therapies, the high rate of drop out for AE in the intensive group should be carefully considered in the risk-benefit ratio. Disclosure of Interest: None declared DOI: 10.1136/annrheumdis-2017-eular.2362 
